INTRODUCTION
When placing an implant, the quantity and quality of bone in the recipient site are considered major factors for the success of dental implant treatments. 1, 2 However, loss of one or more teeth results in an imbalance between bone formation and bone resorption in the alveolar process, often culminating in alveolar atrophy, which causes defects in bone height or thickness, or a combination of both. [2] [3] [4] [5] hus, bone grafting prior to placing dental implants is considered a viable option.
When well executed, it can help to readjust atrophic ridges, enabling implantation in these regions. 2, [6] [7] [8] [9] [10] [11] [12] Nevertheless, achieving good results when performing a bone graft, especially when it involves less predictable defects, remains a daunting challenge to surgeons, 8, 10, [12] [13] [14] [15] [16] [17] [18] [19] which justiies the need to carry out studies capable of assisting professionals in seeking and obtaining better clinical outcomes.
In view of the above, the present study aimed to show clinicians some of the tasks and cares that need to be evaluated and taken into consideration when the diagnosis of bone defect is conirmed. hese tasks range from diagnosing a bone defect to choosing a bone substitute and a surgical technique. his should ensure excellent results in reconstructive procedures. Although thickness defects are considered to be more predictable than height defects which, in turn, are more predictable than a combined defect, the use of autograft is recommended for these three types of defects, either by itself or combined with other bone reconstruction techniques 7, 9, 10, 12, 13, 15, 22 ( Fig 3A-I ).
CLINICAL CONSIDERATIONS REGARD-ING BONE GRAFTS
The only exceptions are cases of maxillary sinus pneumatization, which, at the discretion of the professional, can be addressed with heterogeneous/alloplastic material alone or in combination with autogenous bone 8, 16, 19 ( Fig 3J-O) .
Autogenous bone is indicated to treat less predictable alveolar ridge defects due to being the only type of graft that features all the ideal properties for proper bone formation (Fig 4) , thereby yielding the best clinical results. Another important factor is the surgeon's mastery of the technique to be used, since it is known that no matter how well planned the case might be, it is not totally exempt from potential complications.
Thus, the professional should have sufficient knowledge and experience to address potential complications.
4) Biological Limitations
Adherence to biological principles is essential for successful bone grafting.
The surgeon should always be aware of the dimension of the defect to be treated as well as the quantity and quality of soft tissue present in the region. step (Fig 3E-I) , thus allowing implant placement in appropriate proportions. 11, 19, 22, 23, 25 In cases of extensive defects, which are less predictable by nature, performing a single surgical treatment procedure becomes very risky, since soft tissues might not be sufficient to tightly cover the graft, thereby risking exposure of the graft to the oral environment. Moreover, the risk of not having enough nutrition for the graft cannot be ruled out, as the graft eventually undergoes an intense resorption process 3, 4, 22, 23, 25 ( Fig 7A-B) .
5) Bone graft microarchitecture
Preservation of bone graft volume is largely influenced by graft microarchitecture (cortical, medullary or cortico-medullary), and not by its embryological origin, as previously believed. 4, 5, 9, 26, 27 Figure 7A, 7B. A height defect of approximately 11 mm caused by an automobile accident. In this case, treatment was planned in a single surgical procedure carried out with particulate autogenous graft associated with a titanium mesh. Postoperatively, the graft was exposed to the oral environment and underwent an intense resorption process. The reconstruction was, therefore, totally lost. ( Fig 8) .
The opposite can be observed in grafts obtained from cortical regions, such as the mandibular ramus, which tend to exhibit lower resorption potential, but are Figure 8A , 8B. Reopening of an iliac crest bone graft five months after it was performed. Note that it underwent intense resorption, which caused it to lose much of its volume. However, whatever remained of the graft has been fully incorporated into the patient's body.
revascularized and ultimately incorporated at a lower pace 4, [26] [27] [28] [29] [30] ( Fig 9) .
Thus, it is reasonable to assert that from the standpoint of microarchitecture, the best type of graft is the cortical-medullaryone, as it comprises the advantages of both aforementioned modalities (Fig 10) .
The mandibular symphysis is an example of such donor site 3, 4, [26] [27] [28] [29] [30] ( Fig 11) .
A B Figure 9A , 9B. Reopening of a mandibular ramus bone graft five months after it was performed. Note that the graft was minimally resorbed and that its original volume was, therefore, preserved. However, since it is still being incorporated into the body, one should take extreme care so as to prevent it from coming loose during implantation.
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DISCUSSION
Dental implant placement demands adequate quantity and quality of bone tissue, since bone will be the key support factor determining the survival of this type of rehabilitation over the years.
1,2
Clinical indings demonstrate a low success rate for implants when bone volume and quality are inadequate. [10] [11] [12] [13] However, several studies, such as those by Keller et al, 6 Becktor et al, 
